Abstract
 The is a non-final version of an article published in final form in Medicine and Science in Sport and Exercise (2015) 
Ischemic Preconditioning

96
In trials 3 and 4 exercise was preceded by ischemic preconditioning or placebo,
97
performed in a supine position using bilateral occlusion (3, 13). In the ischemic 98 preconditioning trial automatic occlusion cuffs (14.5 cm width -Delfi Medical Innovations,
99
Vancouver, Canada) were positioned proximally around the thigh and inflated to 220 mmHg 100 for 5 minutes followed by 5 minutes of reperfusion. This procedure was repeated four times 
Repeated-sprint cycling
107
The exercise protocol consisted of twelve 6 s sprints with resistance set at a torque City, MO, USA). Respiratory gas exchange data were subsequently averaged on a 1 s basis
133
and then averaged for the overall exercise protocol, so that the total time of analysis was 432 134 s ((12 × (6 s sprint + the following 30 s recovery periods)).
135
Muscle EMG
136
The EMG activity of the VL muscle of the right leg was recorded at 1000 Hz using a 
NIRS Measurements
158
During experimental trials, muscle oxygenation of the left VL was continuously 159 monitored using portable NIRS apparatus which is a wireless spatially resolved dual-160 wavelength spectrometer (Portamon, Artinis Medical Systems, BV, The Netherlands).
161
Changes in tissue saturation index (TSI, expressed as a %) were measured using two 162 wavelengths (750 and 850 nm), using an arbitrary value for the differential pathlength of 3.83 163 (10). During rest and prior to the preconditioning procedure a measure of TSI was taken. The right ear lobe was cleaned using an alcohol swab and punctured using an 
184
Statistical Analysis
185
Data were analysed using a contemporary magnitude-based inferences approach (22)
186
because small changes in performance can be meaningful in athletes. Data were log 187 transformed to reduce non-uniformity of error except for RPE due to its interval nature. The 
RESULTS
202
The maximal peak power (mean ± SD) obtained during the repeated sprint cycling test was 203 1594 ± 208 and 1630 ± 192 W for placebo and ischemic preconditioning, respectively.
204
Qualitative analysis revealed that performing ischemic preconditioning before sprint activity 205 led to a likely increase in maximum peak power output (2.5 ± 1.9%, 93%, small (%∆, % 206 likelihood, effect size)). Raw peak and mean power output data for each sprint are presented 207 in Figures 1 and 2 there was a likely higher increase in TSI in the ischemic preconditioning trial when compared 229 with placebo (Table 1) . At rest and during exercise, differences in oxygen uptake between 230 trials were unclear ( Table 1 ). The rate of change in MDF of EMG was possibly higher in the 231 ischemic preconditioning trial, relative to the placebo trial (Table 1) .
232
DISCUSSION
233
The main aim of this study was to investigate the effect of ischemic preconditioning on 234 repeated sprint cycling performance. Relative to placebo, the results showed that ischemic 235 preconditioning was associated with a 2 -4% increase in both mean and peak power output 
239
The present investigation is the first to demonstrate an improved power output following 240 ischemic preconditioning during a repeated sprint protocol. Despite rejecting our hypothesis,
241
we did observe substantial increases in both peak and mean power output for the first three 
251
It is recognized that high energy compounds are important for energy production during 252 repeated sprint activity, with total anaerobic contributions of ATP production during a single substantially different from placebo (> 75% likelihood).
478 Table Legends 479 Table 1 . Statistical summary of the differences between ischemic preconditioning and 480 placebo for oxygen uptake, tissue saturation index, EMG, and blood lactate. 
